Sleep abnormalities are frequently noted in intensive care unit (ICU) patients.^[@B1]^ These include sleep deprivation and fragmented sleep pattern with abnormal sleep architecture. Day--night disorientation and sleeping during daytime hours are often noted with a shift toward lighter stages of sleep at night. Poor sleep pattern may contribute to brain dysfunction, of which delirium is a manifestation. Sedation is indeed a poor substitute for sleep, and it would be best to promote nonpharmacological clinical practices. Ventilator modes, music, reduction of ambient noise, use of ear plugs, appropriate lighting to promote day--night rhythm, and scheduling patient care activities appropriately to reduce interventions at night have all been considered. Unfortunately, it is still noted that pharmacological measures are used more often in most ICUs. Although sleep is often not an area of focus in critical care, it is heartening to note two publications in the same issue of *Indian Journal of Critical Care Medicine* (IJCCM) from different centers addressing the impact of light and sound on sleep in ICU.

The single night observational study by Czempik et al.^[@B2]^ on impact of light may have limitations but still "enlightens" the readers on this issue. The authors have neither excluded those with prior sleep problems nor recorded the impact of other factors, which is a significant limitation. Moreover, using a sleep observation tool is an inferior method of assessing sleep quality. Although polysomnography (PSG) with multiparameter testing is still the gold standard, it remains impractical to be performed on a regular basis raising the question of alternative tools that may be easier to use. Bispectral index is used for assessing the depth of sedation but its use for sleep assessment is poorly documented. Actigraphy although simpler to use has been shown to consistently overestimate total sleep time and efficiency and underestimate nocturnal awakenings, which are more frequently reported by nurse assessment tools and patient questionnaires.^[@B3]^ Despite its limitations, the authors could have considered using Actigraph as an objective tool as it also has light sensors that could have been used as a uniform tool for light measurement. In their efforts to have a "practical study" without any additional objective measures of sleep, the authors have possibly missed the opportunity for a more robust statement on whether the "lights off" practices are essential or should we just limit the intensity of light. More importantly, options such as actigraphy could have helped identify daytime sleep and total sleep time during the 24-hour period. This would be important as daytime sleep would likely occur when patients are exposed to higher intensity of light. Current international ICU guidelines recommend natural daylight for every patient room and artificial light that can be dialed up and down; currently, there is no indication as to what daytime light intensity should be achieved.^[@B4]^ The guidelines by Indian Society of Critical Care Medicine (ISCCM) on ICU planning and design makes recommendations for lighting in the room, for procedures and general patient care but not specifically for sleep promotion.^[@B5]^

The study on use of ear plugs and eye shades by Arttawejkul et al.^[@B6]^ is limited by number of patients, but is notable for efforts to mimic habitual home bedtime hours and combining subjective and objective measures. In particular, the use of the gold standard PSG and comparing it with the easier to use Actigraphy adds value. There were insignificant differences between the intervention and control groups due to several limitations listed by the authors. It is notable that the TISS-28 score was higher in the intervention group, which makes one wonder if the higher interventions at night could have been a contributory factor.

There is increasing focus on noncommunicable diseases in chronic health and wellness. Although awareness is being created for early detection and management of hypertension, diabetes, cardiovascular diseases, obesity, and cancer, it is noted that sleep disorders, which are more common and could be contributing to all of these problems, are often ignored. Similarly, in the critical care setting, hemodynamics and organ dysfunction are predominantly focused, but it is important to remember simple clinical practices that could promote circadian rhythm and sleep may impact these.

Critical illness is a time of vulnerability, and it would be important to explore all options to promote recovery. Strategies to promote consolidated, restorative sleep and maintain the circadian rhythm as best as possible could contribute to improved biological function.^[@B7]^ But how often do we do these? Hofhuis et al. evaluated sleep promotion practices in European ICUs^[@B8]^ through a self-administered survey. It was noted that only 9% of the participating ICUs had a protocol for sleep and notably 1% of the ICUs utilized a questionnaire to assess sleep. The most often used practice to check if the patient was asleep was the nurses noticing that the patient was lying quietly with closed eyes. Variations in blood pressure and respiratory rate were other parameters considered to indicate sleep. Most common interventions were reducing ICU staff noise, light, and nurse interventions at night. It is time to wake up and call for action to create protocols for sleep-promoting practices in our ICUs.
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